when treating two patients with corticosteroids and cyclophosphamide. Our patient differs from theirs in having gone into a complete remission which was sustained a year after stopping azathioprine and prednisone. We conclude that, in a patient with this rare and usually fatal manifestation of SLE, aggressive immunosuppressive therapy is warranted.
A woman aged 50 with right loin pain, microscopic haematuria, weight loss and raised erythrocyte sedimentation rate (ESR) was found to have a localized right renal mass without vena caval involvement on ultrasound or computed tomographic imaging. A radical nephrectomy was performed and the specimen, weighing 350 g and measuring 156865 cm, had a large pale ®rm mass in the upper two-thirds. Microscopically, the tumour diffusely invaded the stroma and renal tubules but did not breach the capsule. It consisted predominantly of large spindle cells, mixed in some areas with large squamoid cells. Morular (whorl-like) aggregates were seen with the squamoid cells ( Figure 1 ). Although some areas contained cells with translucent cytoplasm, typical clear-cell carcinoma was not seen. No cartilaginous or osteoid differentiation was identi®ed. Frequent mitoses, extensive patchy necrosis and microvascular invasion were observed. There was no evidence of localized tumour developing in the collecting ducts, and the pelvic urothelium was normal. No tumour was found in the renal vein at the hilum. On immunostaining the tumour cells were strongly positive for vimentin and cytokeratin (AE1/AE3) but negative for epithelial membrane antigen (EMA), CD68 (macrophage
V o l u m e 9 4 J a n u a r y 2 0 0 1 marker) and acidic-calcium-binding protein S100. Sarcomatoid renal cell carcinoma (SRCC) was diagnosed. Two months after the nephrectomy the woman complained of left loin discomfort and again had microscopic haematuria. An abdominal ultrasound scan did not reveal further abnormalities but her urine grew coliform organisms. Not responding to oral antibiotics, she was readmitted with pyrexia, rigors, tachycardia, dyspnoea and chest discomfort. She also had an episode of syncope with hypotension and bradycardia. A left sternal systolic heart murmur was heard and intravenous antibiotics were immediately started on suspicion of infective endocarditis; however, an echocardiogram showed a large pedunculated right ventricular mass prolapsing through the tricuspid valve in systole ( Figure 2 . Furthermore, the lack of pelvic urothelial neoplasia and absence of localized tumour arising within the collecting ducts make a diagnosis of transitional cell carcinoma unlikely. Though ®rst described in neuroendocrine cells, S100 protein is expressed in many cells of non-neuronal tissues, including renal tubular cells; lack of staining for S100 does not rule out renal cell carcinoma but is useful for excluding malignant melanoma. The carcinomatous component in SRCC commonly has features of clear, granular or chromophobe cell types but squamoid differentiation, as seen in this case with formation of aggregates or morules, is very unusual. Furthermore, unlike transitional cell carcinoma, a renal cell carcinoma very seldom invades renal tubules. This case was unusual not only in presentation and tumour histology; there are only two previous reports of SRCC affecting ventricular myocardium without caval involvement 5,6 . Metastatic lesions to the heart are rare in isolation and usually occur in the setting of disseminated disease. Collectively, renal carcinoma involves the heart in 1±4% of patients through tumour±thrombus extension along the inferior vena cava. Non-contiguous ventricular metastasis is highly unusual 5 . Although 50% of cases of cardiac myxoma may present with fever, raised ESR, malaise and weight lossÐfeatures described in this patientÐit should be remembered that new cardiac signs appearing in a patient with a background history of malignancy should arouse suspicion of a metastatic lesion to the heart 7 . Furthermore, renal tumours have a protean mask at presentation. Fever, observed in 7%, was not a feature of the primary tumour but was striking in this patient's second presentation. Thus the presence of a heart murmur together with a clinical picture resembling generalized sepsis following a diagnosis of urinary tract infection contributed to the initial diagnostic challenge. This right ventricular lesion prolapsing into the atrium may have caused tricuspid valve obstruction and thus explained her unusual set of cardiovascular symptoms and signs. Although surgery was inappropriate here, one centre that operated on metastatic tumours to the heart, in attempts to restore circulatory haemodynamics, had an operative survival of The presentation of aneurysm rupture is surprisingly variable. Bradycardia is not to be expected.
CASE HISTORY
A man aged 52, ex-smoker but previously healthy, collapsed at a pub quiz night but was caught by a bystander, who prevented head or other injury. He was free from chest pain or breathlessness and there were no ischaemic changes on the electrocardiogram, but he had a persistent sinus bradycardia of 30±50 beats per minute. Initial blood pressure was 76/50 mm Hg, which improved to 110/ 70 mm Hg with intravenous colloid infusion. Oxygen saturation remained at 99%. Haemoglobin was 12.0 g/dL and cardiac enzymes were normal. While in the resuscitation bay, the patient suddenly developed a severe, sharp, constant left-sided abdominal pain radiating to his back. There was no associated nausea or vomiting and the blood pressure and bradycardia were unchanged. He was rigid and tender only in the left side of the abdomen and¯ank, without any bruising. Bowel sounds were absent. An abdominal aortic aneurysm was not clinically evident and all peripheral pulses were present. The left hemidiaphragm was elevated on the chest X-ray.
The only ®nding on abdominal radiography was displacement of the bowel gas pattern away from the left side.
Spiral computed tomography (CT) of the abdomen and pelvis, performed to look for blunt trauma to the left kidney or spleen from the patient's fall or for a ruptured aneurysm, disclosed an isolated 4 cm diameter left common iliac artery aneurysm (Figure 1) with rupture into the peritoneal cavity ( Figure 2 ). Thereafter the patient was noted to have developed a weakened left femoral pulse and absent left pedal pulses. He was transferred promptly to a vascular unit where the aneurysm was repaired with a synthetic graft.
COMMENT
Most iliac artery aneurysms are found in association with abdominal aortic aneurysms. Isolated iliac artery aneurysms account for under 1% of all vascular aneurysms. The natural history is of gradual enlargement, with rupture the most common clinical presentation.
Patients seen shortly after collapse may be surprisingly wellÐhaemodynamically stable with good peripheral
